Awareness can be a devastating complication of anaesthesia. I share my experience as a general practitioner, awake but paralysed whilst undergoing a laparoscopic cholecystectomy under TIVA. I write this in the hope of preventing this from happening to others.
During my second pregnancy I suffered recurrent bouts of biliary colic. A laparoscopic cholecystectomy was planned at two months post partum.
After placement of intravenous lines the anaesthetist began administering the anaesthetic. I complained of pain in my arm, so he then administered lignocaine, which partially relieved it. I then had a mask placed over my face. Shortly after this I felt light-headed and thought I might be starting to go off to sleep. Then suddenly I felt I could not breathe. I was totally alert. I could not feel my chest rising and I had no sensation of air moving in or out. It was a terrifying feeling. I attempted to scream but only a short yell came out and then I could no longer make a sound. My tongue felt as if it was stuck to the roof of my mouth. At the same time I tried to raise my hand to my chest to notify someone that I couldn't breathe. I felt it move a few inches and then it would no longer move. Someone beside me asked what was wrong but I could no longer respond. I went into a state of panic. I tried to reassure myself that the anaesthetist would see my oxygen saturations on the monitor and realise I couldn't breathe. I tried to move my whole body but could not move anything, not even my eyes which were now closed. It was a wrestle of my mind against the rest of my body. I felt like my mind was thrashing around inside my head every time I tried to move. The torture for my mind became too much and I eventually gave up the effort to move.
I realised that I was not supposed to be awake at this stage and that the anaesthetist and other medical staff in the operating theatre did not know. I waited for them to respond. I felt so alone.
I was tachycardic and sweating profusely. The anaesthetic record confirmed this and showed a rise in blood pressure from 110/70 to 185/125. I felt the tube going down my throat as I was intubated. I heard someone say I had gone into bigeminy. There appeared to be some alarm amongst the staff, I thought I was going to have a serious arrhythmia and they were about get the paddles out to shock me.
I could feel the cool iodine being sponged onto my abdomen. I was terrified as I realised I had sensation and was going to feel the surgery. I was not sure if it would be possible to survive through the pain of a whole operation. I prayed to God. My eyes were taped closed and the drapes were laid over my body including my face. I was extremely hot and felt as if I was suffocating. With my face now covered over I felt completely cut off from the medical staff. I heard the surgeon ask the anaesthetist if he should go ahead and start surgery. I had a split second glimmer of hope as I thought maybe they had realised things were too abnormal to begin the surgery. When the anaesthetist replied "yes", my heart sank. I could only lie and wait for the incision.
The first umbilical incision, although only a few centimetres long felt like a huge incision across my abdomen. Even more painful was the pressure of the probes pushing around my upper abdomen. The pain went on and on. I thought I would have to lie there and bear it for the whole operation. The anaesthetist withdrew the drapes from my face and lifted my eyelids on several occasions. I could see him looking down at me but I couldn't move my eyes. I longed for him to see some sign that I was awake but he simply closed my eyelids again.
I am not sure how much longer after this I was awake. I was given midazolam and opiates which may have affected my recall of events. At some stage (about 20 to 30 minutes into the procedure) the problem was recognised and I was finally put to sleep.
I woke up in the recovery room crying uncontrollably. I was told there was an anaesthetic pump failure. I felt overwhelmingly traumatised by my experience but was also relieved to know that I had survived.
On the ward following this, I was very drowsy. My eyes wanted to close and go to sleep but I wouldn't let them. Every time I started to drift off to sleep I would make myself wake up. I didn't want to lose control. A therapist visited me and my husband not long after the operation. I talked through all I remembered for the first time. Although this was painful, being able to share my experiences enabled me to feel a slight sense of relief.
I felt so distressed that I didn't know if I would fully recover from this experience. The next few days were very hard. I had a lot of anxiety, and some nightmares. The experience was played over and over in my mind especially when I lay down in bed to try and sleep. I felt fear when I lay on my back and closed my eyes, but every day got a little better. For the next couple of weeks I was fearful of more accidents happening. I was anxious going out in the car and unusually fearful when I flew in an aeroplane a couple of weeks later.
Throughout this I tried to remain positive. I chose not to dwell on this experience but to move on into normal life as fast as possible. Even so I occasionally have mulled over the experience and still at times feel a little distressed.
I now know that this occurred because of the failure of a SIMS Graseby 3500 TCI pump in administering a propofol total intravenous anaesthetic. A discussion of the cause of this pump's failure has been recently published 1 . I received a 5 ml bolus of propofol at the time of induction but none from that time until the point when the pump failure was recognized. The display on the Graseby pump indicated that a more than adequate dose of propofol was being delivered, however the syringe driver did not move so no propofol was actually delivered. As blood concentrations of propofol cannot be measured intraoperatively there was no objective measure to show the absence of propofol in my blood. My clinical signs of tachycardia, bigeminy, hypertension and profuse sweating were present prior to the first skin incision. Unfortunately these signs were initially attributed to the surgical stimulus so there was a significant delay in recognizing the problem.
I underwent surgery, paralysed and awake. I had complete awareness and full sensation of pain. If I had been administered an inhalational agent, endtidal gas concentrations would have been measured and this complication would not have occurred. I do not wish other people to experience what I have, so I ask the question-why does the anaesthetic profession use this method which cannot be objectively monitored?
